Letters
Complications of polyorchidism * maldescent 40% * torsion 15% * inguinal hernia 30% * hydrocoele 9% * malignancy 6% hydrocoele in 9%.'15 The incidence of malignancy is about 6%, with one seminoma, three teratomas and one rhabdomyosarcoma occurring in reported cases." 4 The risk of malignancy is probably related to the presence of dysplastic germinal epithelium and to maldescent which is similar to nonduplicated testes.
In most of the reported cases up until the 1980s' either one or both of the duplicated testicles were removed, many without any specific indication. In this case, as in other recent reported cases,2'5 neither testis was removed and both were fixed to prevent torsion. In our view there is no need to remove either testicle ifthey look normal, and particularly if the biopsy showed normal epithelium, as neither testicle is at higher risk of malignancy and monitoring is so easy. If the diagnosis can be made by ultrasonography'l3 exploration is unnecessary, if the testes are normal and the patient is asymptomatic.
Three testicles can be of benefit, as they were to a man thus equipped who (Medline 1970-94) , no cases of ciprofloxacin-induced glottic angioedema have been previously reported.
A 50-year-old man with a past history of type 1 diabetes and hypertension (treated with captopril) developed angioedema with involvement ofthe upper airway while receiving intravenous ciprofloxacin for urinary tract infection at the emergency room in our hospital. From 30 to 60 minutes after starting an intravenous infusion of 400 mg ciprofloxacin lactate, the subject experienced generalised pruritus, erythema, and prominent facial, lip and genital swelling with upper dyspnea. Four hours later, the patient noted a change in voice with hoarseness, inspiratory stridor, and asphyxia. An otolaryngologic evaluation showed laryngeal oedema and endotracheal intubation was needed. Epinephrine, highdose intravenous corticosteroids, antihistamines, and oxygen were administered. The tube remained in place for five days until the episode was abated. Ciprofloxacin and captoAllergic reactions to ciprofloxacin * urticaria * fixed drug eruption * toxic epidermal necrolysis * angioedema pril were withdrawn and the patient, who declared previous good tolerance to both drugs, was studied at the Allergy unit. C4, C3 and Cl-inhibitor levels were repeatedly normal. Total serum IgE value was 160 IU/ml. Prick tests with ciprofloxacin, norfloxacin, and pipemidic acid were negative. Intradermal tests with 0.04 and 0.4 mg/ml ciprofloxacin were positive (papulae of 4 x 5 mm and 9 x 8 mm, respectively). Ten control subjects gave no reaction. Intradermal tests with norfloxacin and pipemidic acid and an oral challenge with captopril were negative.
Few cases of suspected allergic reactions to ciprofloxacin have been described (see box).3-5 Possible cross reactivity with other quinolones has been suggested.3'4 In the reported patient, the presence of a positive intradermal test with ciprofloxacin, together with previous good tolerance of the same drug, points to an IgE-mediated mechanism. A possible cross-reactivity with other quinolones cannot be ruled out because, even though cutaneous tests with norfloxacin and pipemidic acid were negative, definitive challenge tests were not done due to the severity of the reaction. 
